Letter to Editor
Dear Sir, Most patients with bipolar disorder (BD) do not fully recover between episodes and continue to have residual symptoms, functional impairment and relational difficulties even if not in a diagnosable episode. [1] Behavioral, cognitive, and mood symptoms are commonly seen during periods of apparent remission. These residual mood symptoms, in particular, depressive symptoms, are highly predictive for recurrence of mood episodes and can also prolong the next episode. [2] Psychological interventions, especially cognitive behavior therapy (CBT), used as adjunct to pharmacotherapy has been found to be efficacious in improving medication adherence, quality of life, functioning and reducing inter-episodic symptoms and relapse rates in BD. [3] Traditional CBT, however, does not adequately address difficulties in emotion regulation, which are commonly observed in individuals with BD. [4] Integrating core-mindfulness, emotion regulation and distress tolerance skills (as elucidated in Linehan's Dialectical Behaviour Therapy manual) with CBT can possibly improve affect regulation by increasing mindfulness skills, which can lead to symptom reduction and behavior change. The efficacy of mindfulness based cognitive therapy in reducing anxiety and depressive symptoms have been documented in patients with BD in remission. [5] Training in Dialectical Behaviour Therapy skills have shown efficacy in reducing mood symptoms and improving effective control and mindfulness. [6] In this report, we discuss the successful implementation of mindfulness integrated cognitive behavior therapy for residual mood symptoms in a client with bipolar-II disorder in remission.
The client was a 25-year-old unmarried, unemployed female belonging to a higher socioeconomic status who had discontinued her education (Masters) abroad following a mood episode. The age of onset was 20 years; she had 3 hypomanic and 3 depressive episodes in 5 years (during which 2 suicide attempts were reported). Hypomanic episodes were characterized by decreased need for sleep, racing thoughts, over cheerfulness, overspending (where she would splurge up to 2 lakh rupees in shopping sprees while living alone abroad). After these hypomanic episodes, she would feel anxious and guilty about the financial loss which would then lead to low mood and further attempts to improve it by going on more spending sprees, which lead to a vicious cycle of mood worsening. She had never been hospitalized nor had she received psychological treatment in the past.
She had a family history of psychotic illness in maternal grandmother and alcohol dependence syndrome in a second-degree relative. Personal history of being bullied and teased in school was also noted. She had to discontinue her undergraduate studies in dentistry midway following a mood episode. Premorbidly, her parents described her as introverted, slow to warm up, shy, anxious, and having few friends during childhood. Parents reported that she was sensitive to criticism or disapproval. The first four sessions focused on rapport building through providing a safe, protective, and accepting therapeutic environment for facilitation of ventilation. Psychoeducation on BD, stress-diathesis model and the importance of maintaining bio-socio-occupational routines was explained in order to help her better conceptualize the problem. A mood log was introduced as a homework task. Behavioral activation by means of an activity schedule (with emphasis on pleasure and mastery), regular sleep and daily activity routines were introduced to improve her depressive symptoms. She was socialized to the CBT model and the concept of negative automatic thoughts and thought record exercise was introduced.
In the middle phase, cognitive restructuring of thinking errors such as catastrophization, dichotomous thinking, and minimization was carried out. Further, rumination and other avoidance behaviors in maintaining anxiety were elucidated. She was educated about recognizing symptoms of relapse (differentiating from normal mood fluctuations).
Emotional difficulties with respect to stressors (ongoing strained romantic relationship, stressful life events) were addressed through emotion regulation skills which included exercises to identify and label emotions, mindfulness sitting meditation to deal with difficult thoughts and emotions. Distress tolerance skills such as distracting, self-soothing, urge management, self-validation, opposite to emotion action, and balancing enjoyable activities with responsibilities were taught. The guilt of being dependent on family, discontinuing the course, overspending during hypomanic episodes was also addressed through reattribution. The termination sessions focused on consolidating the gains achieved in therapy, preparing her "for" resuming studies abroad and identifying and addressing future relapses.
At the end of 12 sessions, client reported significant improvement with respect to her mood (BDI = 0, BAI = 4) symptoms, emotion regulation (DERS = 74), dysfunctional attitudes (DAS = 72), functioning (FAST = 1, WHOQOL-BREF = 288). Both client and her parents reported improvement in her coping skills and self-confidence. She started a regular job and felt prepared to go back abroad and rejoin her course.
Components of both CBT and mindfulness seem to have contributed to the improvement in subsyndromal mood and anxiety symptoms and emotion regulation. Psychoeducational nature of CBT, which promotes monitoring and self-regulation, restructuring of dysfunctional cognitions would have largely helped in symptom reduction. Mindfulness would have helped in mood regulation as it teaches early recognition of mood shifts and accepting them rather than avoiding thus preventing escalation of mood symptoms as well as mood activated unhelpful patterns of thinking. [5] In addition, distress tolerance skills would have helped in gaining control over mood regulated action tendencies. [6] Following therapy, the client was able to make significant progress in functioning as well as residual symptoms as implicated in the trials of CBT in BD. [3, 7] The case illustrates the importance of addressing the oft-neglected psychosocial management aspects of BD as an adjunct to pharmacotherapy. Controlled trials would elucidate whether mindfulness provides additional benefits over CBT in this population and if so, which group of symptoms are best targeted by such interventions.
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